complications included 2 granulomas and 1 cyst (8.8%) while the closed-loop complications included 2 granulomas (4.9%) [p-value=0.50]. Average total volume transferred was 262cc (60-850) for syringe, and 334cc (80-795) for closed-loop method. Infusion rate for the closed-loop method ranged from 100 to 250 mL/min, most consistently at 125 ml/min.
We present a series of 9 patients (5 males and 4 females, mean age: 36.3) from December 2015 to January 2017 who underwent nail bed excision in the setting of a nail bed lesion, after which extracellular MatriStem ® Wound Matrix (ACell Inc., Columbia, MD) was applied. All patients underwent total onychectomy and wide local excision (total excisional diameter ranging from 6 mm -14 mm). This was in the setting of longitudinal melanonychia (4), chronic myxoid cyst (1), split nail deformity (1), verruca vulgaris (1) and squamous cell carcinoma (2) . Of note, upon histological examination, none of the patients had melanoma. There were 9 fingers treated. All patients in the series had a follow up appointment every three to four weeks and were followed until complete wound healing. After a period of six weeks, complete healing of the nail bed was achieved in all cases. Furthermore, nail bed deformities were not identified in any patients.
The use of an extracellular matrix graft after excisional biopsy of the nail bed prevents nail matrix scarring. This decreases the risk of postoperative nail dystrophy and also decreases the need for further reconstructive procedures, including nail bed grafting.
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Affiliation: University of Pittsburgh Medical Center, Pittsburgh, PA BACKGROUND: The leadership and teams involved in the different aspects of burn care vary greatly by hospital and country. [1] [2] [3] [4] With current changes in training requirements, it is important to understand the venues in the United States for a general surgery (GS) and plastic surgery (PRS) resident interested in pursuing a burn surgery career. The aim of this study was to evaluate the current state of leadership and care in burn centers across the United States and the training requirements to secure a burn surgery position.
METHODS:
A cross-sectional study was conducted between August and September 2017. A 12-question survey was sent to all Burn Unit Directors in the United States. Directors were queried about their training and who manages various aspects of burn care at their respective hospitals, including immediate assessment, airway and ventilation, cardiovascular support, fluid resuscitation, antibiotics, daily critical care, surgical care, and wound care.
RESULTS:
A total of 55 responses (47% response rate) were received from Burn Unit Directors. Burn Units are lead most commonly by physicians who received general surgery training (69%), but interestingly the majority either did not undergo fellowship training (31%) or completed a burn surgery fellowship (29%). While surgical care (GS=51%, PRS=42%) and wound care (GS=51%, PRS=42%) were predominantly managed by general or plastic surgery-trained burn teams, management of every other aspect of burn care (ventilation, cardiovascular support, fluid resuscitation, antibiotic therapy, and daily critical care) varied greatly depending on the institution, demonstrating that a shift in burn care management is occurring. This is also reflected in the desired characteristics for recruitment listed by Burn Unit Directors requiring general surgery (67%) or plastic surgery residency (44%), and a burn surgery (55%), trauma surgery (15%), or critical care (44%) fellowship.
CONCLUSION:
Our study demonstrates that while leadership in burn surgery is dominated by general surgery-trained physicians, the surgical and wound care responsibilities are shared among plastic and general surgeons. However, other aspects of burn care have also become increasingly multidisciplinary in nature and are often managed by critical care. Although one third of current Burn Unit Directors did not undergo fellowship training, our study showed that aspiring surgeons are advised to obtain a burn surgery and/ or critical care fellowship. 1 Reconstruction of the lips should ensure both function and aesthetic appearances without any disturbing of the face. 1, 2 In this study, we present functional reconstruction of the lower lip with free split rectus abdominis muscle flap.
Functional Reconstruction of Lower
MATERIAL AND METHODS:
Between 2014 and 2016 years, 3 patients were operated for squamous cell carcinoma (SCC) of lower lip. Before surgery, patient's medical records were reviewed for age, sex, previous treatment, size and localization of affected area, neck metastasis. Initial surgical resection was performed with wide surgical margine. After resection, the patients had 50%,75%,100% defects of the lower lip, respectively. A vertical incision was made on the linea semilunaris of the abdomen, sheath of the rectus muscle was explored. The third page of the rectus muscle was disected from upper and lower tendinous
